Doppler and direct measurements of right ventricle to right atrial pressure drop were made during cardiac catheterisation on 28 occasions in 26 infants with congenital heart disease. Age was 10 days to 12 months (median 4 5 months), and weight was 3-1 to 9-0 kg (median 4*7 kg). We measured peak velocity of The tricuspid valve is obviously much smaller in babies, and although the area of regurgitation cannot be measured accurately, it is logical to assume that this is also much smaller; and probably less than 3-5 mm in diameter in the newborn, particularly when the regurgitation is trivial. The combination of low velocity (less than 3 m/sec), which is common in the newborn,'2 13 with small regurgitant area could theoretically lead to significant underestimation of the true pulmonary arterial pressure.
None of the available non-invasive methods for estimating pulmonary arterial pressure have been validated in the newborn, despite the obvious clinical advantages. In 1 The tricuspid valve is obviously much smaller in babies, and although the area of regurgitation cannot be measured accurately, it is logical to assume that this is also much smaller; and probably less than 3-5 mm in diameter in the newborn, particularly when the regurgitation is trivial. The combination of low velocity (less than 3 m/sec), which is common in the newborn,'2 13 with small regurgitant area could theoretically lead to significant underestimation of the true pulmonary arterial pressure.
The original aims of this study were to investigate the validity and repeatability of the method in the newborn. However, as neonatal cardiac catheterisation is now rare in paediatric cardiology, the study group was expanded to include babies up to 1 year of age. fig 3 and 4 be expected in this group. Taken overall, the results are better than any of the techniques using timing of systolic events at the pulmonary artery to determine pulmonary arterial pressure.'6-'8 Two studies comparing systolic time intervals with the tricuspid regurgitation method against direct measurement both concluded that the tricuspid regurgitation method was superior, provided that regurgitation was actually present.6 9 There were, unfortunately, only three neonates in the first part of this study because neonatal catheterisation is now rarely necessary. However, 18 babies weighed less than 5 kg, so that small subject size does not appear to influence the validity of this method adversely, and between-observer error, studied in newborns, was acceptable. Furthermore, lower RV-RA pressure drops, below 40 mm Hg, are more frequent in this study than in previous studies and they were determined accurately by the tricuspid regurgitation technique. It is therefore fair to assume that the technique is valid in the term newborn baby. Although this study alone cannot be taken as validation for the use of the tricuspid regurgitation technique in the low birth weight or preterm newborn, our previous report using this technique in healthy term and preterm newborns over the first three days of life produced apparently appropriate pulmonary arterial pressure values when expressed as a ratio of systemic arterial pressure. ' 
